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Figure 1. Lifetime risk of THR and TKR for a person aged 40-49 years
stratiﬁed by gender.
Figure 2. Incidence of TKR and THR per 1000 according to healthcare
setting (2a), socio-economic status (2b) and geographic location (2c) from
1999/2000 to 2007/08.
Abstracts / Osteoarthritis and Cartilage 22 (2014) S7–S56 S15satisfaction which reached AUC¼0.743 [ 95%CI 0.691 - 0.795 ] when
added to age, sex, BMI, WOMAC score and poor sleep quality (see
Figure 1).
Conclusions: Our data conﬁrm the strong difference in patient related
outcomes for THR and TKR and highlight the importance of under-
standing the factors that contribute to neuropathic pain like symptoms
and to pain in general post TKR.
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Purpose: Estimation of the lifetime risk of joint replacement surgery is
an emerging ﬁeld in musculoskeletal epidemiology. While global bur-
den of disease data are valuable for understanding disease incidence
and prevalence and the relative impact of a disease on patients’ lives(1),
lifetime risk provides an alternative method of quantifying population
disease burden and associated healthcare utilisation.(2) Gaining insight
into population-wide ﬂuctuations, which may be independent of dis-
ease burden, can be useful for budget priority setting and assessing the
impact of policy changes on healthcare utilisation. These data may also
support advocacy activities for policy and funding changes. Our primary
aim was to investigate lifetime risk of total hip (THR) and total knee
(TKR) replacement surgery. As changes in the lifetime risk of joint
replacement over time could be mediated by environmental, health
system or patient and clinician-level factors, we also sought to describe
temporal trends in incidence by relevant factors which may impact
utilisation of these procedures.
Methods: We analysed a population-based cohort of patients who
received a primary THR or TKR in Victoria, Australia from 1999 to 2008.
Hospital separations and life tables were used to estimate lifetime risk.
Temporal changes in THR and TKR incidence were examined according
to healthcare setting (public versus private), socio-economic status
(SES) and geographic location (regional versus metropolitan).
Results: We identiﬁed 45,775 patients receiving a primary THR and
43,570 receiving a primary TKR over the time period. The lifetime risk
by year for each procedure for a person aged 40-49 years is reported in
Figure 1. There was a greater increase in the lifetime risk of TKR when
compared to THR, particularly for females. We also identiﬁed an
increasing number of both procedures in private hospitals (increase in
THR of 0.14 per 1000 and TKR of 0.60 per 1000 over the time period), for
people in middle socio-economic groups (increase in THR of 0.11 per
1000 and TKR of 0.07 per 1000), low socio-economic groups (increase in
THR of 0.19 per 1000 and TKR of 0.10 per 1000) and in rural areas
(increase in THR of 0.24 per 1000 and TKR of 0.70 per 1000) (Figure 2).
The proportion of rural patients treated in private hospitals tended to be
signiﬁcantly less than patients in metropolitan settings (52.3% v 68.6%
for THR and 51.3% v 65.7% for TKR, p<0.01 for both). With the exception
of the increase in THRs in the middle socio-economic group, increases
were more pronounced for TKRs over the time period.
Conclusions: The larger increase in lifetime risk of TKR over the study
period could be partly attributed to the ageing population, with more
people aged over 80 receiving TKRs, increased rates of sporting inju-
ries(3) and rising rates of obesity (all risk factors for knee OA incidence
(4,5,6,7)). As the number of TKRs increased most in private hospitals, it
may also relate to insurance incentives introduced at the beginning of
the study period. Increases in the number of joint replacement proce-
dures performed for patients in regional areas suggest some reductions
over time in known disparities. The larger increase in incidence for
patients in regional areas could relate to greater previously unmet need,
a higher burden of OA in rural areas related to higher rates of obesity
and manual occupations and the increased provision of orthopaedic
services in rural areas over the past decade. The lifetime risk of THR
performed onwomenwas found to be similar to males, despite a higher
burden of hip OA. This difference may indicate under-utilisation of
surgery by females. Similarly, low SES was associated with an overall
lower incidence of THR and TKR during the study period. In Australia,
people with low SES generally have reduced access to the private hos-
pital system. This ﬁnding is consistent with studies from England and
Canada which have reported reduced utilisation of TKR by lower SES
groups.(8-10) These disparities warrant further investigation.References
1. Murray CJ. Bull World Health Organ 1994;72:429–45.
2. Culliford DJ, et al. Osteoarthritis Cartilage 2012;20:519–24.
3. Andrew NE, et al. Injury 2012;43:1527–33.
4. Tjoumakaris FP, et al. J Knee Surg 2012;25:403–6.
5. Hart DJ,et al. Arthritis Rheum 1999;42:17–24.
6. Grotle M, et al. BMC Musculoskelet Disord 2008;9:132.
7. Wang Y, et al. Rheumatology (Oxford) 2013 Jun;52(6):1033–41.
8. Dixon T, et al. Ann Rheum Dis. 2004;63:825–30.
9. Judge A, et al. BMJ 2010;341.
10. Rahman MM, et al J Rheumatol 2011;38:503-9.17
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Purpose: Some prior research ﬁndings have suggested that females
have poorer outcomes following total knee replacement (TKR) than
males. Studies also have suggested that females with the same clinical
proﬁle as males are less likely to be offered hip or knee replacement.
Moreover, some studies report that females have worse pain and
functional status compared to males at the time of TKR. Given that pre-
surgery status remains the strongest predictor of outcome following
TKR, this study examined whether females were at risk of poorer pain
and functional outcomes at 6 and 12 months following TKR inde-
pendent of pre-surgery status.
Methods:This study utilized data from an existing cohort of 494
people who underwent primary TKR for osteoarthritis. The primary
outcomes of interest were the Pain and Function/Daily Activity sub-
scales of the Knee Injury and Osteoarthritis Outcome Score (KOOS)
(lower scores indicate worse status) at 6 and 12 months post-surgery.
In addition, the patient-completed survey captured age, sex, body
mass index (BMI), education level, presence of low back pain (LBP),
depression, number of comorbidities, and symptomatic joint count.
Descriptive statistics were calculated by sex for the personal and
health status characteristics and the KOOS. A sequential series of
regression analyses were conducted for each of the pain and function
